DISCUSSION.
Dr. THURSFIELD said certain other factors should be considered in such a case. He had never met with Banti's disease in a child of this age, though cases were sometimes recorded in children, under that name. When those cases were critically examined, they were generally found to vary in some particular from the accepted criteria of Banti. The present case seemed to satisfy most of those criteria, still, there were one or two features which should give pause. The first was the size and shape of the spleen. He thought that in any case which could legitimately be called Banti's disease, long before the stage of cirrhosis from ascites was reached, the spleen was larger and more solid than it was in this case. Again, the fact that the spleen varied in size pointed to its being a congestive spleen rather than one with the structural changes seen in splenic anmemia. Again, this child was much more anEemic than she looked; she would not be picked out as an anemic child in a general round of the wards. Yet the facies of a Banti case was so pronounced that the diagnosis from that symptom was sometimes suggested. He submitted that cirrhosis of the liver occasionally, but rarely, occurred primarily in a child, that it pursued a chronic course, and usually ended, late, in death; and after the autopsy one failed to find a cause for the cirrhosis. Many years ago an epidemic occurred among the deer in Richmond Park, which shed a. flood of light on the subject; half the herd died of acute cirrhosis of the liver. He had portions of one .of the livers for section. It was a typical multilobular cirrhosis, and the source was believed to be an infective agent communicated from one animal toc another. There was also a condition known as Gaucher's family splenomegaly. It was not always "family," however, nor-always as innocuous as it had been represented to be; Dr. Paterson, of Great Ormond Street Hospital, had shown him sections which had the typical appearance of Gaucher's disease, taken from a baby in whose family there were no other cases. This child might, therefore, be suffering from that form of hepatomegaly. With regard to treatment, the prognosis was so bad that he thought Dr Langmead would be justified in asking his surgical colleague to explore. He did not expect harm would arise from splenectomy; conversely, no benefit could be expected, because he did not think the disease was primarily in the spleen. Draining of the gall-bladder for a long period might be advantageous.
The PRESIDENT (in reply) said he regarded it as a case of primary cirrhosis of the liver, not Banti's disease. The possibility of its being one of Gaucher's family splenomegaly had not occurred to him. The same argument might be used against the diagnosis of Gaucher's disease as had been used by Dr. Thursfield against that of Banti's disease: the spleen was too soft and variable.
Case of (?) Cerebro-spinal Meningitis.
History: On February 21, pains in legs, and eruption on skin began; regarded as erythema nodosum. No joint swellings. About a week afterwards' severe paroxysmal pains developed in head, beginning in temporal regions, and radiating sometimes to forehead and sometimes to back of neck and occipital region or shoulder; these recurred every few days, and were accompanied by fever (temperature gradually rising with each attack), and sometimes by vomiting. Much cerebral irritability accompanied the attacks, the boy being restless and disliking examination. No head-retraction. Between the attacks he was quite at ease, and had a good appetite.
I saw him first on March 15, with Dr. Carrell, of Ilford, in an interval between the attacks. Physical examination was negative, except that there was some rigidity of the legs, appreciable loss of weight, a slight mitral systolic bruit and slight tenderness over the left kidney, which was unduly easily palpable. The knee-jerks were difficult to elicit, but the reflexes otherwise were normal. There had been no albuminuria. In the absence of physical signs (other than those mentioned), the interpretation of the paroxysmal headaches and bouts of fever was difficult, and in view of the -recently noticed palpable kidney, bacterial examination of the urine was advised. The urine was subsequently reported upon as containing Bacillus iactis aeroqenes.
During the subsequent week the boy's condition did not improve under alkaline and urinary antiseptic treatment, the bouts of fever being more severe and prostrating, and the boy continued to lose weight although feeling quite well in the intervals between the attacks.
He was admitted to St. Mary's Hospital on April 10, and the same evening the temperature rose to 1050 F., with severe headache as before. Thereafter there were similar attacks every forty-eight hours until April 27, the temperature ranging from 970 F. to 105°F., and the chart resembling closely that of tertian malaria. Examination during attacks always revealed restlessness, general hyperaesthesia, flushing, and rigidity of legs, whilst sometimes there was vomiting, ptosis, and double external squint. Urine normal, and now found sterile upon bacteriological examination. Radiographic examination of *abdomen negative. Cerebro-spinal fluid was under increased pressure and contained 6,500 white blood cells per cubic millimetre, chiefly polymorphonuclears. Culturally it was negative on two occasions, nor were any organisms seen in a film after centrifugalization. Blood culture and examination for malarial organisms negative. There was a leucocytosis of 23,000, 90 per cent. of which were polymorphs. Ophthalmoscopic examination and otoscopic examination both negative. An agglutination test against strain a of meningococcus, the ceebro-spinal fluid being used, showed no trace of agglutination. Complementfixation test of blood serum for tubercle negative. Quinine failed to stop the fever. After April 27 the febrile attacks became more occasional, one occurring on May 3 and another on May 7. On April 27, during and after the attack, patient complained of numbness in the left forearm and left leg, and partial anesthesia was present in these positions. It gradually disappeared within a few days.
On MyS@ final lumbar puncture was done, the fluid escaping under great -pressure. Since that date there have been no further rises of temperature, and the boy is now convalescent. The knee-jerks are still difficult to elicit, and there is nystagmus.
In view of the gradually increasing intrathecal pressure, the high polymorphonuclear count in the cerebro-spinal fluid, and the negative findings 'by other examinations, the case is regarded as probably one of cerebro-spinal meningitis with Box's crises, in spite of the absence of physical signs between the crises (except for diminished 'knee-jerks), and the negative results of repeated bacteriological examination of the cerebro-spinal fluid.
Dr. COCKAYNE considered the President's diagnosis was correct. During the influenza epidemic of 1918, a young man came with several others, all complaining of slight headache and some pain in the back. On the next day he developed a rash on the arms and legs resembling that of erythema nodosum. No abnormal physical signs were found. The knee-jerks and plantar responses were normal, there was no headretraction. After four or five days the temperature came down, and he seemed quite well. He was put on to full diet and allowed up. After having been up for two or three days, he felt ill, his temperature rose, and next day he had head-retraction and other signs of meningitis. Lumbar puncture was done, and meningococci were found. He was treated with appropriate serum, but he gradually got worse and died.
